We report a case of an idiopathic acquired supraglottic web in an 83-year-old man. Th e web was managed with a combination of dilation and unilateral CO 2 laser excision. Subsequent to removal, the web recurred three times; it was removed in the same fashion twice and left alone once. To the best of our knowledge, this is the fi rst reported case of a truly idiopathic acquired laryngeal web.
Introduction
Laryngeal webs are abnormal connections of epitheliumcovered fi brous tissue that span two structures within the larynx. Th e introduction of indirect laryngoscopy in the mid-19th century led to the fi rst reported case of a laryngeal web in vivo by Zurhelle in 1869. 1 Many more cases have been reported since then, but laryngeal webs are still a relatively uncommon fi nding-especially in the supraglottic area.
We report a new case of supraglottic web. To the best of our knowledge, this is the fi rst reported case of a truly idiopathic acquired laryngeal web.
Case report
An 83-year-old man presented with a complaint of dysphonia of 8 weeks' duration. He was a retired mechanical engineer with no signifi cant medical history. Flexible nasendoscopy revealed mild erythema of the vocal folds. Th e patient was reassured and advised voice rest.
At follow-up 3-months later, the patient's symptoms had worsened. In addition to a high-pitched voice, he now had a mild degree of stridor. Repeat fl exible nasendoscopy revealed thickened aryepiglottic folds and a small but distinct supraglottic web that had not been present during the previous examination (fi gure 1). Th e web was located anteriorly, and it was noted to prolapse during inspiration. No intervention was administered at this time.
Over the next 9 months, the patient's dysphonia and stridor continued to progress, and he began to complain of shortness of breath. Findings on extensive investigation of his cardiac and pulmonary function were unremarkable. Hematologic and biochemical investigations were performed to rule out the presence of autoimmune and granulomatous diseases, including Wegener granulomatosis and sarcoidosis. Screenings for elevated levels of extractable nuclear antigens, double-stranded DNA, cytoplasmic-staining antineutrophil cytoplasmic antibodies (c-ANCA), and angiotensin-converting enzyme were negative. Repeat fl exible nasendoscopy revealed that the web now covered approximately 70% of the larynx. Beneath the larynx, both vocal folds were mobile.
Intraoperatively, the web was 4 mm thick, and it had originated 17 mm above the true vocal folds. Th e lumen of the web was dilated from 14 to 32 Fr with esophageal bougies, then CO 2 laser microlaryngoscopy was used to excise the web from the right side only. Th e appearance of the laryngeal ventricles, subglottic area, true vocal folds, and false vocal folds was normal. Histopathologic analysis of the excised web tissue detected no evidence of granulomatous disease, acid-fast bacilli, or fungal infection.
Following surgery (fi gure 2), the patient's symptoms were substantially improved. However, upon review 1 month postoperatively, the stridor had returned. Flexible nasendoscopy revealed the presence of another anterior supraglottic web. Th is one covered the anterior 25% of Volume 90, Number 10 www.entjournal.com ■ 487
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Bacillus cereus infection, 5 as well as a relationship between microwebs and refractory nodules. 6 Th e larynx can also be aff ected by (1) Crohn disease lesions that involve the glottic area, 7 (2) mucous membrane pemphigoid, 8 and (3) infi ltrate typical of plasmacytosis. 9 Finally, they may also arise following laser surgery on the larynx 10 or as a complication of laryngopharyngeal refl ux. 11 We did not carry out dual-channel pH monitoring in this case because our patient reported no change of circumstances regarding his medications, diet, and weight, and he had never complained of any symptoms suggestive of gastroesophageal refl ux disease. In all three of the excised specimens we examined in this case, microscopy revealed focal active infl ammation with mature plasma cells. Th e progressive nature of the patient's symptoms and the fact that the size of the webs steadily increased the larynx. Th e web again was managed with dilation and unilateral laser excision, but it recurred three times during the next 13 months. Twice it was managed in the same way, but treatment was deferred the third time, as this web involved less than 20% of the larynx. Some 14 months aft er the most recent removal, the patient was asymptomatic.
Discussion
Th e prevalence of congenital laryngeal webs worldwide is approximately 1 in every 10,000 births. 2 Acquired laryngeal webs are more common, with a prevalence of approximately 1.5 per 10,000 births. 3 Acquired webs can be caused by endotracheal intubation and trauma. 4 In addition, there have been isolated reports of cases caused by pseudomembranous tracheobronchitis secondary to reinforce the fact that these webs were acquired.
Our treatment involved dilating the web and excising one side of it with a CO 2 laser. We felt that excising both sides of a web would result in a higher chance of recurrence or synechiae formation. Some laryngeal webs have been successfully treated in a single stage with endoscopic lysis and topical application of mitomycin C. 12 Th is antibiotic is a potent alkylating agent. However, there has been a reported case of laryngeal carcinoma in a nonsmoking adult that might have been related to topical mitomycin C use. 13 We off ered mitomycin C application to our patient. However, aft er reading about it on the Internet, he declined to give consent because he was wary of having a cytotoxic agent used for a benign condition.
no longer functional should be discussed. In younger patients whose hearing is already poor, the tumor can be observed until it demonstrates increased growth or it can be removed via a translabyrinthine approach. Surgery is indicated when patients experience nonserviceable hearing and intractable vertigo. 13 We managed our patient with close observation because she refused other treatments; fortunately, she had no symptoms other than hearing loss.
In conclusion, cochlear schwannomas are extremely rare. A slowly progressive unilateral hearing loss without any vestibular fi ndings should prompt consideration of a cochlear schwannoma. Imaging with 3-Tesla MRI can detect small cochlear schwannomas in the internal auditory canal, and it helps diff erentiate between a cochlear schwannoma and a vestibular schwannoma. When a cochlear schwannoma is present, surgery can be postponed until hearing is no longer functional or until tumor growth makes removal imperative.
